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Dr Julie A. Freischlag (Baltimore, Md). This retrospective
analysis of the impact of one’s socioeconomic status on the cost
and outcomes of lower extremity bypass as with most provoca-
tive studies raises more questions than it answers. It also does
not include a non-operative and/or exercise group which I
believe would have the lowest cost-per-day as one of its many
advantages.
This is a small (187 cases) retrospective study- how can you be
sure that your findings do not reflect a type 2 error- and perhaps
with a larger prospective data base the answer could show equiva-
lence between groups? Household income and education level
were also self-reported and could be exaggerated. Follow-up was
only 12 months for patency and cost-per-day, which is very limitedmay have been seen in the endovascular group. Cost was only
assessed for those costs accrued in hospital- outpatient expenses
and lost days of work were not included. Therefore this is really a
snapshot of the cost of hospitalization. The primary assisted pa-
tency rates were not different between the groups- but were low in
both groups- can you explain what kinds of procedures were
needed to achieve the primary assisted rates and why were they
low?
This paper is one of the first in our vascular literature to
address the cost of intervention and I applaud the authors for their
attempt.
Dr Durham (Greenville, NC). Thank you for your questions
and comments. Without question, the primary weakness of the
study is its nature as a small retrospective database, so yes, there is
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Volume 52, Number 3 Durham et al 607a possibility of a type II error. As you mentioned, another potential
flaw of the study is the reliability of patients to accurately report
income and education data. I do not think we would have been
able to confirm this information via submission of diplomas or tax
returns. When calling these patients on the phone, some of them
were very hesitant to talk about their incomes, and to ask them to
present more reliable means of reporting those things might have
been difficult. The decision to report patency and cost-per-day of
patency at 12-months was based on the divergence of follow-up
between the groups past 12 months. With regard to this being a
snapshot of hospital costs, I agree that a more extensive assessment
of outpatient expenses such as those associated with rehabilitation
and societal costs such as days away from work is warranted. At ourinstitution, we are building a prospective database of all patients
that come through our department. A more comprehensive assess-
ment of costs, rather than just hospital costs, will be included as
well as income and education data. They are not statistically
different, but primary assisted patency rates of 60% to 70% in both
the lower and higher income groups are lower than what one
would expect. This is reflective of our patient population. For
instance, the number of patients who are on preoperative statin
therapy in the higher income group was only 76%. For these
patients, this should approach 100%. Moreover, the aspirin level
even for the higher income cohort was only 81%. This should be
higher as well. These examples illustrate the poor access to care in
our rural underserved region.
